Despite the considerable progress made in reducing HIV's vertical transmission rates 1, 2 and in treating its dire consequences 3, 4 , HIV/AIDS will continue to challenge public health and clinical care well into the future. In terms of primary prevention, successful strategies have been adopted in various parts of the world 5 , but worrying signs have also been observed of behavioural backsliding by gay men, together with major epidemics among injecting drugusers in Eastern Europe and the relentless progress of the epidemics in southern Africa and south-east Asia.
This complex picture is epitomized by the WHO European Region, which consists of 51 states, where the declining trend in AIDS incidence, which started in 1996, has been maintained: the number of new cases fell from 15 655 in 1997 to only 12 851 in 1998, an 18% reduction in just one year 6 . The decline has been even more pronounced in the countries that make up the European Union: in Italy, for example, a 27% reduction in new AIDS cases was reported between 1997 and 1998 7 . Unfortunately, the decline in the incidence of AIDS is due mostly to the introduction of aggressive antiretroviral treatment and does not re¯ect a decrease in the prevalence of HIV infection.
Paradoxically, the increased survival and the improved quality of life of people with HIV/AIDS can actually worsen matters unless preventive efforts are strengthened. For, as treatment of HIV infection slows the progression into AIDS, the wellbeing of people affected by the disease is further advanced, perceived vulnerability lessens and risky sexual practices increase, especially with non-infected partners.
Thus, as we enter a period of more effective antiretroviral therapy, there are sound grounds for more, rather than less, preventive activity. Within this framework, the promotion of consistent condom use continues to be justi®ed with all risk groups, including people receiving antiretroviral therapy and younger cohorts who may be less aware of the pandemic and its hazards.
New ways need to be devised for promoting prevention through better condom use. In countries such as Thailand and Uganda, where the prevalence of HIV/AIDS has been among the highest recorded anywhere, the promotion and distribution of condoms, along with other interventions, is believed to have contributed to a decline in the overall prevalence of HIV and other sexually transmitted infections (STIs) 8, 9 . At the individual level, people who insist on using a condom are said to be viewed more positively by their partners than those who do not: adolescents in one study in the USA evaluated their partner as more responsible and more caring when a condom was used 10 . The idea of considering condom use as an act of responsibility, care and love merits further exploration from a social marketing perspective. Indeed, condom promotion should seek to create not only greater acceptance of the condom as a source of HIV prevention but also a culture of responsible sex in which its use is seen as integral. For, while different sexual ethics may prevail, the moral imperative must be not to harm partners and to reduce as much as possible any deleterious effect associated with sexual activities.
EFFECTIVENESS OF CONDOM USE
The effectiveness of appropriately used latex condoms in the prevention of HIV and other STIs is well established 11, 12 . In-vitro models have con®rmed that undamaged condoms provide an effective physical barrier against HIV 13 , and clinical data show a declining probability of seroconversion with increasing condom use 14, 15 .
An emerging alternative to the male condom is the socalled female condom; although data on its effectiveness, both as a contraceptive and as a preventive tool against STIs, are still preliminary 16 , all initial ®ndings suggest an effectiveness at least comparable with that of the male condom 17, 18 .
OBSTACLES TO USE OF CONDOMS
Despite their ef®cacy, the overall availability and accessibility of both the male and the female condom remain problematic in many parts of the world. This is especially the case in poor countries, where their relative high cost hinders wider use 19 . In addition, psychological, social, religious and cultural factors continue to constitute barriers to more widespread and effective use of condoms. The lack of consistent, acceptable and easily understandable information and of education programmes on condoms is a further exacerbating factor.
Information on contraceptive use patterns highlights the complexity of the matter. Studies in the USA have shown that, although the frequency of condom purchase tends to increase with the number of sexual partners, there is still a high proportion of both men and women who report that their partners had not purchased condoms`during the previous year' 20 . In Italy one major study reported that, while systematic condom use with occasional partners was high (74%), it remained low (18%) in the case of steady or regular sexual partners 21 . This ®nding is in keeping with similar work elsewhere.
Several factors appear to in¯uence the way in which people perceive condoms and to undermine campaigns promoting their use. Among these, one of the most important is the tendency for people to think that condoms and other barrier methods interfere with the`naturality' of intercourse. The false perception that condoms have relatively high failure rates as a contraceptive may also have hampered their better and more effective use as a method for the prevention of disease transmission. A further negative factor has been the association of condom use with casual and commercial sex. The possibility of psychological impotence with the use of condoms may also have contributed to low utilization, although this aspect has not been suf®ciently quanti®ed.
In addition to the factors highlighted above, there are inevitably groups to whom the continuous use of condoms does not appealÐcouples wishing to have children or those with an ongoing sexual partnership; men and women who intentionally seek risky behaviours; seropositive couples (both homosexual and heterosexual) and female partners of HIV-infected men; and people who are opposed to barrier methods for ethical reasons.
The ®rst groupÐwhich may be sizeable in many of the developing countries where HIV heterosexual transmission is commonÐmay be especially dif®cult to reach because condom use will also interfere with achievement of an intended pregnancy. If both partners are free of HIV infection and remain monogamous, the risk of HIV and other STIs is clearly not problematic, but monogamy cannot be taken for granted 19 . However, with the advent of HIV and the appreciation of other STIs, condoms should become the preferred choice for couples embarking on new and concurrent partnerships.
The second group, which includes men who have unprotected sex with other men and men who have unprotected sex with professional sex workers, is smaller but equally important, because it may contribute substantially to the spread of HIV within areas of low prevalence. The recent rebound in unprotected sex among gay men in San Francisco 22 is in many ways a paradigm of this phenomenon, and may indicate a real lifestyle choice. The San Francisco report is paralleled by the results of an Italian study which shows that, on the one hand, gay men are usually well informed and tend to reduce the risk of HIV infection through a careful choice of partners or by changing from anal to oral sex and, on the other, only 27% of them report a regular use of condoms (Maffei C, personal communication). Emphasis on sexual pleasure and on quality of sexual life appears to play an important role in decreasing risk perception.
The third groupÐnamely, seropositive couplesÐ behaves on the assumption that, if both partners are already seropositive, nothing more can happen to them. Reports from a behavioural study conducted on HIV-positive men and women in Italy 23 indicate that infected individuals who have a partner they know to be HIV-infected are less likely to use condoms than those who have HIV-negative partners (42% vs 72%). The consequences of unprotected sex between already HIV-infected individuals are still poorly understood, and it is not clear whether and to what extent reinfection and/or dose response plays a role. The results of studies conducted on discordant couples are not consistent. Early studies of HIV-discordant couples reported lower condom use when the male partner was infected (100% vs 35%) 24 . However, in later Italian studies the frequency of condom use in discordant couples did not seem to differ by gender of infected partner; condom use was reported by 68% and 73% of infected women and men respectively (Girardi E, personal communication). Nevertheless, it is reasonable to hypothesize that women need to be empowered in sociocultural settings where the use of preventive tools is completely under the control of men.
The fourth group, although probably small, may nevertheless constitute a public health problem to the extent that members of it are often vocal in advocating the interdiction of condoms as a whole, thus endangering others and their capacity to access protection.
ETHICAL DILEMMAS
In an editorial in the New England Journal of Medicine, Ronald Bayer 25 pointed out that`from the onset of the AIDS epidemic in 1981, it became increasingly clear that questions of sexual ethics could not be avoided'. The controversy over condom promotion as a strategy for preventing HIV infection runs directly into this debate from several perspectives.
In the case of those who choose not to use condoms or who argue against them on grounds that condoms interfere with the`naturality' of intercourse, the position may be ethically legitimate, but only if the couple is The situation is far more problematic if and when condom use is discouraged in serodiscordant couples. Total abstinence would be the option, although it could be considered as much`against nature' as a barrier method. This leads to a series of ethical dilemmas for, even assuming that one of the two partners is willing to accept abstinence, the question remains whether he/she has a moral obligation to accept intercourse if requested by the other. And, if yes, is he/she ethically obliged to use or request the use of a condom when having penetrative sex?
Discouraging the use of condoms on the grounds that they make sexual activity`immoral' may be acceptable in the setting of monogamy, but when condom use is discouraged in high-risk situations (which are clearly considered immoral by those opposed to condoms), such as penetrative sex among men and extramarital casual sex, then the only conclusion that can be drawn from such a ban is that somehow condom use makes these acts more immoral.
From time to time the controversy, over the use of condoms to prevent the spread of the HIV infection,¯ares up in the mediaÐespecially concerning the attitude of the Vatican. A recent example, reported with big headlines in the Italian daily press, was an appeal from the head of the largest party in the present governing coalition, in favour of condom use:`I respect his [the Pope's] convictions', said Walter Veltroni, Secretary general of the Democratici di Sinistra (former Communist Party of Italy), in Soweto, South Africa;`but, precisely in view of the weight he has in the world arena, he could make the difference: if he stated that the priority is stopping the epidemics, he would give a very strong message, like the ones the Pope launched on saving the earth, on peace, on cancelling the third world debt' (la Repubblica, 28 February 2000).
Any such intervention invariably evokes an immediate opposite reaction; Mons. Elio Sgreccia, a high-ranking Vatican of®cial promptly responded:`For years condoms have been distributed in Africa by governments and international agencies to no avail. This is why to concentrate on the condom remains a pedagogical fallacy which ends up becoming a fraud' (la Repubblica, 28 February 2000).
How widely the religious advice against condom use is heeded or ignored is not known, but such a message may well reduce the impact of prevention campaigns.
CONCLUSIONS
In the late nineteenth century attempts to deal with syphilis in Russia were confronted by moralists (many of whom were physicians) who believed that syphilis was the just punishment for immorality. To these Metchnikoff responded:
I object to the idea that the attempt to prevent the spread of this disease is considered immoral. Since all of the preventive measures considered to be moral have failed to impede the spread of syphilis and the contamination of innocent individuals, it is immoral to prohibit a safe means of preventing this plague' 26 .
The psychological and social processes underlying sexual behaviour are inevitably complex. Until they are studied in greater depth, effective HIV prevention will always be hampered; strategies that do not seek to understand the complex interplay between individual prejudices and cultural beliefs will fail to establish the common ground that is needed for creating universally accepted sexual moral norms. HIV remains one of the most important public health challenges facing the international community. It is a challenge that calls for the involvement of all sectors and, unless there can be common agreement on strategies and mechanisms, the disease will gain ground not only in developing countries, where it has to date been more pronounced, but also in developed countries, where there could easily be a resurgence provoked by new risky behaviours among young people.
Continued and indeed intensi®ed promotion of the condom, as a strategy that has been shown to be highly effective in preventing the transmission of HIV, constitutes a social and ethical as well as medical imperative.
